Breast neoplasm may develop in ectopically located glandular tissue. This paper presents an interesting and rare case of a 50-year-old female who despite regular mammography screening examination developed an invasive accessory breast cancer. Clinical examination revealed a 2 cm -tumour localized 4 cm below the left inframammary fold. The lesion was immobile, the skin and the atrophic nipple were retracted, the tumour infiltrated the thoracic wall. Oligobiopsy and additional examinations showed an invasive stage IIIB ductal breast cancer (Bloom II, G-2). The receptor status was: ER(+), PGR(+), HER2(-). The increased level of cancer antigen 15.3 was found. The patient was submitted to pre-operative chemotherapy. She also underwent surgery and subsequently post-operative chemotherapy and radiotherapy. On the basis of the presented case, it could be concluded that the accessory mammary glands are out of the image of screening breast examinations. Accessory breast cancer is usually diagnosed by clinical examination and ultrasonography. Preventive resection of accessory breast in women at high risk of developing breast cancer can be considered as the treatment of choice in most patients.
InTRoduCTIon
Breast gland developmental abnormalities affect 0.4-6% of general population [1] . The anomalies may manifest as supernumerary nipples (hyperthelia) or accessory mammary glands (polymastia). The nipples or breasts usually occur along the so called milkline, between the armpit and anterior thigh [2] [3] [4] . Accessory breast tissue is usually situated in the axilla. However, the presence of ectopic breast tissue has been described even in the vulva [5, 6] . In case of pathological changes -mostly acute inflammation, pre-menstrual enlargement and neoplasm, such localization predicts unusual clinical symptoms such as arm pain and difficulties with upper limb mobility [7] . Moreover, a complete differential diagnosis including lymphatic system and soft tissue neoplasms is required [8] .
Generally, accessory breasts do not come under screening examination. The patients are usually unaware of the fact that the skin thickening may be an accessory breast. This paper describes an interesting and rare case of a female who despite regular mammography screening examination developed an invasive accessory breast carcinoma. Although the patient underwent breast examination, the tumor of accessory breast was detected by chance and only in stage III B.
CASe pReSenTATIon
A 50-year-old female had come under regular screening mammography examinations (MMG). No pathological changes had been discovered. However, during additional echocardiography examination done by other clinical circumstances, a thickening under left mammary gland was found and the patient was directed to Surgical Oncology Clinic. Clinical examination revealed a tumour in the accessory mammary gland. 2-cm-lesion was localized 4 cm below the left inframammary fold. The tumour was immobile, the skin and the atrophic nipple were retracted, the tumour infiltrated the wall of the thoracic cavity ( Fig.1 ).
The ultrasonography examination (USG) of the tumor showed a 1.6x2.2 cm hypoechogenic lesion with irregular and blurred contours infiltrating greater pectoral muscle ( Fig. 2) . No signs of enlarged lymph nodes were identified above clavicle or in the axilla. On clinical examination and imaging (mammography and ultrasonography) no pathological changes in the breast were seen. Radiography for breast lesions, abdominal ultrasonography and skeleton scintigraphy showed no abnormalities. The patient was submitted to 5 courses of TAC chemotherapy (docetaxel -120 mg, doxorubicin -80 mg, cyclophosphamide 80 mg) every 3 weeks. Partial regression of tumor was observed. After therapy, the tumor measured 1 cm. Then, the woman was treated surgically. An accessory breast gland and the part of adjoining pectoral major muscle were removed. At the same time, sentinel lymph node biopsy was performed. In intra-operative examination metastases to sentinel node were found and therefore radical axillary lymphadenectomy was carried out. In post-operative course no complications were observed. The result of final pathological examination was: pT4N1M0. The patient was qualified for chemotherapy (2 courses) as well as post-operative radiotherapy and hormonotherapy (once-daily oral dose of tamoxifen 20 mg).
At present, the patient is still undergoing her second and last course of adjuvant TAC chemotherapy and she is being given the same chemotherapy doses as in the pre-operative period. Her radiotherapy was scheduled to begin in about two weeks.
dISCuSSIon
Accessory breast cancer is rarely described. However, Fama et al. [1] reveled 5 cases of breast cancer from among 208 examined accessory mammary glandules. Normally, the neoplasm in such non-typical localization is diagnosed late, in advanced clinical stage of the disease. The small size of the gland enables fast infiltration into the skin and the thoracic wall as well as formation of lymph node metastases. Owing to the fact that the accessory gland may be situated in various areas of the body, the lymph may flow through different nodule groups including axillary and inguinal lymph nodes [9] .
Diagnostic procedure and therapeutic management in patients with accessory breast cancer are not unequivocally established [2] . In the case presented above, treatment strategy was based on pre-operative chemotherapy accompanied by surgical treatment, post-operative chemotherapy, radiotherapy and hormonotherapy. However, therapeutic options should also be customised to target an individual patient. Surgery should always be accompanied by sentinel node biopsy. The question arises whether the breast located on the same side as the accessory breast should be removed as well. In our opinion, in case of the accessory breast being situated very close to normal breast and connected with it, the indications for surgery should be the same as in tumour of anatomically situated breast. On the other hand, when the accessory gland constitutes a separate anatomical structure the resection of normal breast appears to be unnecessary.
Some authors describe cases of synchronous breast cancer in normal and accessory breast as well as hidden carcinoma [7, 10] . Furthermore, cases of patients with cancer of the accessory breast in groin or vulva have been reported [7, 5, 11] . In such cases therapeutic strategy should be determined individually, for the scope of resection surgery differs from the standardized one and may affect even the inguinal lymph nodes [9] .
In the high-risk group, the problem of accessory breast diagnosis becomes particularly important. Women at high risk of developing breast cancer undergo regular examinations of anatomically situated breast but accessory breasts do not come under screening examination. In our opinion, the necessity of preventive resection of ectopic breast tissue should be considered in these women.
ConCluSIonS
Since accessory breast is out of the image of mammography, additional diagnostic methods are required. Accessory breast cancer is usually diagnosed by clinical examination and ultrasonography. Preventive resection of accessory breast in women at high risk of developing breast cancer can be considered as the treatment of choice in most patients.
